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Abstracts / Osteoarthritis and Cartilage 23 (2015) A82eA416A200used to develop tailored programs that best meet the needs of this
younger group. Group-based self-management programs and social
media were not highly valued or perceived to be accessible, and were
rarely used for obtaining information about OA.
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THE RELATIONSHIP BETWEEN COMORBID KNEE OR HIP
OSTEOARTHRITIS AND HEALTHCARE UTILIZATION AMONG OLDER
ADULTS WITH NEW VISITS FOR BACK PAIN
S.D. Rundell y, A.P. Goode z, P. Suri y, B. Comstock y, P. Heagerty y,
J. Friedly y, L. Gold y, Z. Bauer y, J. Jarvik y. yUniv. of Washington, Seattle,
WA, USA; zDuke Univ., Durham, NC, USA
Purpose: Our primary objective is to determine if a comorbid diagnosis
of knee or hip osteoarthritis (OA) in older adults with a new visit forUnadjusted healthcare use 0-12 months by group
No Osteoarthritis (n¼4368)N % Mean SD Knee Osteoarthritis (n¼368)N % Mean SD Hip Osteoarthritis (n¼94)N % Mean SD
All Lumbar Imaging 1823 39% 1.4 0.8 154 42% 1.4 0.8 33 35% 1.5 0.8
Xray 1461 31% 1.1 0.6 107 29% 1.2 0.5 25 27% 1.2 0.5
MRI & CT 769 17% 1.1 0.3 76 21% 1.2 0.5 17 18% 1.1 0.3
PT (Units) 1411 30% 5.9 5.7 141 38% 7.3 6.7 34 36% 7.0 5.6
Medical Visits 3626 78% 5.7 4.2 276 75% 6.8 4.6 69 73% 6.7 5.6
ER Visits 1230 27% 2.1 1.8 105 29% 2.3 2.1 26 28% 2.5 1.7
Lumbar Injections 266 6% 2.0 1.5 37 10% 2.2 1.3 8 9% 2.4 1.8
Lumbar Surgeries 70 2% 1.5 0.7 7 2% 1.1 0.4 3 3% 1.0 0.0back pain is associated with the type and amount of back-related
healthcare services over a 12 month period when compared to patients
without these OA diagnoses.
Methods: These data come from the Back pain Outcomes using
Longitudinal Data (BOLD) registry, a prospectively collected cohort
of older adults with a new visit for back pain. We selected 5,155 of
5,239 enrolled participants who had complete 24 months of elec-
tronic health record (EHR) data. Baseline measures included basic
demographics, smoking status, duration of back pain, expectation
for recovery, depression, anxiety, low back-related functional status
(Roland Morris Disability Questionnaire ((RMDQ)), back pain
numerical rating scale, pain interference with activities (Brief Pain
Inventory), and EQ-5D. Comorbid OA diagnosis was ascertained from
the EHR during the 12 months prior to each participant’s new visit
for back pain. The International Classiﬁcation of Diseases, Ninth
Revision (ICD9) codes were used to determine the presence of knee
OA (ICD9 codes: 715.16, 715.26, 715.36, 715.96, and 716.66) and hip
OA (ICD9 codes: 715.15, 715.25, 715.35, 715.95, and 716.65). We
measured back related health service utilization for the 12 months
following the index date using procedure codes from patients’ EHR.
Health service utilization included lumbar spine imaging (Xray, MRI,
CT), provider visits (physician, physical therapy, emergency), and
lumbar spine procedures (injections and surgeries). We used
descriptive statistics to characterize baseline measures and uti-
lization stratiﬁed by comorbid OA. We used binary logistic regres-
sion to determine the association between any use of a health
service category and comorbid knee or hip OA. We adjusted all
models for comorbid OA diagnosis, age, gender, race, ethnicity,
marital status, smoking status, back pain duration, expectation for
recovery, depression, anxiety, prior healthcare utilization, and study
site.
Results: There were 368 (7.1%) participants with a comorbid knee OA
diagnosis and 94 (1.8%) with a hip OA diagnosis. Use of lumbar spine
imaging, medical visits, emergency visits, and lumbar surgery was
generally similar among those with knee or hip OA and those without
OA. Descriptive analysis showed a greater proportion of thosewith knee
and hip OA used physical therapy services compared to those without
OA, 141 (38.3%) and 34 (36.2%) versus 1411 (30.4%), respectively. Spineinjections were more common in those with knee OA, 37 (10.1%), than
in those with hip OA, 8 (8.5%), or thosewithout OA, 266 (5.7%). Adjusted
estimates found participants with knee OA had increased odds of
receiving physical therapy (OR: 1.48, 95% conﬁdence interval: 1.17, 1.88)
and lumbar spine injections (OR¼ 1.66, 95% conﬁdence interval: 1.14,
2.44). Hip OAwas not signiﬁcantly associated with receiving any health
service category.
Conclusions: After a new visit for back pain, physical therapy and
lumbar spine injections were more common in older adults with a prior
diagnosis of knee OA. Older adults with a hip OA diagnosis also had
greater physical therapy and lumbar spine injection use, but the
adjusted associations were smaller than for knee OA and not statisti-
cally signiﬁcant. Larger administrative database studies may be needed
to ascertain more precise estimates for less common healthcare uti-
lization categories.317
PREVALENCE AND PREDICTORS OF NON-SURGICAL OSTEOARTHRITIS
TREATMENT AMONG PATIENTS IN PRIMARY CARE CLINICS
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W.S. Yancy, Jr. x,z. yUniv. of North Carolina, Chapel Hill, NC, USA; zDept. of
VA Med. Ctr., Durham, NC, USA; xDuke Univ. Med. Ctr., Durham, NC, USA;
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Purpose:Few studies have examined patterns of pharmacological and
other non-surgical treatment use among patients with knee and hip
osteoarthritis (OA), particularly in the U.S. This is important for
understanding how evidence-based therapies are being utilized in
real-world clinical settings. Further, although racial and gender dif-
ferences have been identiﬁed in use of joint replacement surgery, little
is known about whether these or other patient characteristics are
associated with differences in use of non-surgical OA treatments. This
study examined the frequency of and patient characteristics associated
with use of OA therapies among patients in ten Family and Internal
Medicine clinics.
Methods: Baseline data were obtained from a randomized clinical
trial of Patient and Provider Interventions for Managing Osteo-
arthritis in Primary Care in a large health care system in Durham, NC,
U.S. Participants (n¼537; 40-57 per clinic) had knee and / or hip OA,
were overweight (body mass index or BMI25), and were not
meeting physical activity recommendations. Self-reported OA treat-
ment use included: current use of non-steroidal ant-inﬂammatory
drugs (NSAIDs), simple analgesics, and opioids; ever having used
topical creams; ever having a knee joint injection (for participants
with knee OA); ever having received physical therapy (PT) for knee /
hip OA. Self-reported patient characteristics included: age, gender,
race (white vs. non-white), low income status, fair or poor general
health, BMI, Western Ontario and McMaster University Osteoarthritis
Index (WOMAC) score, duration of OA symptoms, and indicators for
diagnoses of hip and / or knee OA. Multivariable logistic regression
models adjusting for clustering within clinics were used to examine
associations of participant characteristics with each OA treatment
variable.
Abstracts / Osteoarthritis and Cartilage 23 (2015) A82eA416 A201Results: 56.2% of participants were using NSAIDs for OA, and odds of
use were lower for patients with older age (odd ratio (OR) ¼ 0.97, 95%
Conﬁdence Interval (CI) ¼ 0.95-0.99) and low income status (OR ¼0.42,
95%CI ¼ 0.26-0.68). Almost a quarter (23.6%) were using a simple
analgesic acetaminophen), and use was associated with older age (OR
¼1.03, 95%CI ¼ 1.00-1.05) and higher WOMAC scores (OR ¼1.02, 95%CI
¼ 1.00-1.03).Thirteen percent of participants were using opioids, and
use was more common among those with greater WOMAC scores (OR
¼1.03, 95%CI ¼ 1.01-1.05), and greater BMI (OR ¼1.04, 95%CI ¼ 1.00-
1.08). Just over half (57%) of participants reported they had ever used
topical creams for their OA, and only WOMAC scores were associated
with use (OR¼1.02, 95%CI ¼ 1.01-1.03). About half (55.5%) of partic-
ipants reported they had ever received a joint injection for knee OA; no
patient characteristics we examined were associated with use. Less
than half of patients reported receiving PT for knee OA (39.3%), and this
was associated only with greater OA symptom duration (OR ¼1.03, 95%
CI ¼ 1.00-1.05). Less than half of participants also reported receiving PT
for hip OA (34.6%); no patient characteristics we examined were asso-
ciated with use.
Conclusions: WOMAC score was the characteristic most commonly
associated with treatment use, indicating that patients with greater
symptom severity are more likely to receive a range of conservative
treatments; this is likely a sign of appropriate clinical care. Unlike
studies of joint replacement surgery, we found no racial or gender
differences in use of conservative OA treatments; overall, results did not
show any substantial disparities in care according to patient demo-
graphic characteristics. However, use of PT was low overall in this
cohort of patients with fairly long-standing OA (average of 10 years);
these results suggest efforts are needed to enhance use of PT in real-
world clinical settings, particularly for knee OA where there is a strong
evidence base for effectiveness.
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MY JOINT PAIN: WEB-BASED OSTEOARTHRITIS MANAGEMENT
RESOURCE IMPROVES QUALITY OF CARE
H. Umapathy y, K. Bennell z, C. Dickson x, F. Dobson z, M. Fransen x,
G. Jones ¶, D. Hunter y. y Inst. of Bone and Joint Res., The Kolling Inst., Univ.
of Sydney, Sydney, Australia; zCtr. for Hlth.Exercise and Sports Med., Dept.
of Physiotherapy, Univ. of Melbourne, Melbourne, Australia; xArthritis
Australia, Sydney, Australia; kClinical and Rehabilitation Sci. Res. Group,
Faculty of Hlth.Sci., Univ. of Sydney, Sydney, Australia; ¶Menzies Res.
Inst. Tasmania, Univ. of Tasmania, Tasmania, Australia
Purpose: Despite the availability of evidenced based guidelines for
conservative treatment of osteoarthritis (OA), management is often
constrained to the use of analgesics and waiting for eventual total joint
replacement. This suggests a gap in knowledge of participants with OA
regarding themany different treatments available to them. TheMy Joint
Pain website aims to disseminate evidence based information to better
educate participants with OA, provide management tools aimed to
improve self-management of OA and to direct them to resources that
will facilitate and aid informedmanagement. The objective of this study
is to test the effects My Joint Pain on quality of care and health evalu-
ation impact.
Methods: A classical quasi experimental designwas utilised to evaluate
the independent variable, My Joint Pain, over a 12-month period. The
intervention provided participants with information, monthly check
ups with validated instruments and progress tracking tools. A nation-
wide convenience sample of 195 participants completed baseline and
12-month questionnaires (My Joint Pain Users n¼104, controls n¼91).
There were two main outcome measures used for this study: the
Osteoarthritis Quality Indicator (OAQI) questionnaire to evaluate the
change in appropriateness of care received by participants assessed on
17 items and the Health Evaluation Impact Questionnaire (heiQ) to
evaluate 8 different domains (Health-directed activity; Positive and
active engagement in life; Emotional distress; Self-monitoring and
insight; Constructive attitudes and approaches; Skill and technique
acquisition; Social integration and support; Health service navigation).
Independent T-tests were used to identify changes between groups for
both outcome measures and Chi-square tests were used to identify
change within and between groups from baseline to 12-months for
each OAQI item.Results: Baseline demographics between groups were similar with
distribution of genders (78% female, 22% male), a mean age of 60 and
a mean BMI of 31.1. Following 12-months exposure to the website
compared to the control group, there were signiﬁcant improvements
in self-management (change score ¼ 15.15% vs 1.68%, p ¼ 0.001) and
weight reduction (change score ¼2.51% vs -6.25%, p ¼ 0.026) meas-
ured on the OAQI. Pre-post analysis also showed improvements in
self-management (change score ¼ 15.15%, p ¼ 0.03), lifestyle (change
score ¼ 16.16%, p ¼ 0.02) and physical activity (change score ¼ 10.8%,
p¼ 0.04) in the users of My Joint Pain. With the exception of ‘Health
service navigation’, mean effect sizes of all other heiQ domains
showed a positive trend although were insigniﬁcant in the inter-
vention group.
Conclusions: My Joint Pain improves certain aspects of quality of OA
care received and is a positive intervention. However, further work is
required to improve the engagement of the website and quality of
information to have a greater impact.
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MIXED METHODS EVALUATION OF A COMPREHENSIVE
OSTEOARTHRITIS HIP AND KNEE SERVICE; PATIENT, CLINICIAN
AND ADMINISTRATIVE PERSPECTIVES
B. Cavka, I. Ackerman, M. Tacey, I. Wicks, A. Bucknill, C.A. Brand.
Melbourne Hlth., Parkville, Australia
Purpose: The Osteoarthritis Hip and Knee Service (OAHKS) was
implemented at The Royal Melbourne Hospital (RMH), a major Aus-
tralian tertiary hospital, in 2006 as an innovative new model of care to
improve the management of patients with osteoarthritis through a
multidisciplinary team approach and more effective prioritisation of
joint replacement surgery. This study aims to assess the impacts and
outcomes of the OAHKS using quantitative and qualitativemethodology
to answer the key questions;
) Was OAHKS implemented as planned (service ﬁdelity), and if not
why not?
) What impact has OAHKS had on efﬁciency outcomes, in particular
patient wait times from primary care referral to joint replacement
surgery?
Methods: Mixed methods study design including a pre/post inter-
vention analysis to evaluate wait times, semi structured interviews and
focus groups. The study was approved by the Human Research Ethics
Committee at RMH.
All patients who had undergone a primary elective total hip or total
knee replacement at RMH between 2003-2012 were identiﬁed using
hospital databases (n¼1704). Twenty ﬁve patients who had been
referred from general practice (GP) were randomly selected for each
year, taking into account the proportion of hip versus knee procedures
performed. Data were extracted from medical records including date of
GP referral, date of initial outpatient clinic appointment, date of consent
for surgery, surgery date, patient characteristics (age, gender, require-
ment for an interpreter), health status, and available social support.
Descriptive analysis and non-parametric statistical tests were
performed.
Fifteen current OAHKS patients were interviewed to ascertain their
experience of, and satisfaction with, the service. Focus groups were
undertaken with current OAHKS clinicians: orthopaedic surgeons
(n¼8), rheumatologists (n¼5) and physiotherapists (n¼3). Focus group
discussions targeted work force redesign, triage of OA referrals, and
assessment and monitoring of patients. Interviews of six members of
the original OAHKS project team were undertaken to explore enablers
and barriers to implementation from administrative and clinical per-
spectives. The interviews and focus groups were transcribed and NVivo
10 qualitative data analysis software was used to support identiﬁcation
of emerging themes.
Results: A total of 250 patients were included in the pre/post inter-
vention analysis with no signiﬁcant difference in patient character-
istics between the pre (2003-2005) and post (2007-2012) OAHKS
implementation periods. When considering the post OAHKS imple-
mentation period (2007-2012), the median wait time from GP referral
to initial appointment was 81 days (IQR: 51-141) compared to 105 days
(IQR: 79-136) pre OAHKS implementation (p¼0.02). Additionally, wait
times for patients triaged to OAHKS versus the orthopaedic clinic
